In June 1981, the first report of a new "potentially transmissible immune deficiency" was published. In 1983, a virus attacking and killing T cells was isolated, and in 1986 received its final name: "human immunodeficiency virus" (HIV) ([@r1-1240]). What followed would be a global pandemic infecting over 75 million people that resulted in over 32 million deaths and continues, presently infecting approximately 38 million people worldwide ([@r2-1240]). Physician response at that time was a combination of eagerness, a sense of duty, commitment, and humanism. Several of my mentors have shared that as medical students and housestaff, they intentionally chose to train in hospitals and institutions where they would have the greatest opportunity to work with this patient population. A new field of medicine would emerge from this era, and national leaders and experts would be born from it. However, despite the heroic measures and actions by so many health care workers, there was also a response of fear, stigmatization, exhaustion, and despair.

In December 2019, we received the first reports of patients from Wuhan, China, with pneumonia of unknown cause. Through unbiased sequencing, we would discover a previously unknown coronavirus ([@r3-1240]). This novel coronavirus would soon be named "severe acute respiratory syndrome--coronavirus 2" (SARS--CoV-2) and causes the illness we now know as "coronavirus 2019" (COVID-19). On 11 March 2020, with more than 118 000 cases in 114 countries and more than 4000 deaths, the World Health Organization characterized COVID-19 as a pandemic ([@r4-1240]). At the time of this writing, there are approximately 218 723 cases worldwide with 8943 deaths. More than 7800 cases are reported in the United States ([@r5-1240]).

We have heard the harrowing reports from Lombardy, Italy, of physicians forced to choose which patients should be allocated resources and which patients were too sick to recover and should be sent home to die ([@r6-1240]). I recently read of concerns that other European countries may soon find themselves in this troubling position, and indeed, by the time you are reading this article, this will probably already be the case in the United States. We are gravely unprepared, and if our future resembles, by any nature, that of our colleagues around the world, we will also soon find ourselves in a health care system that is profoundly underresourced, understaffed, and overwhelmed and reaching a maximum of an already minimally existent excess capacity. I am hearing from colleagues at other institutions that this strain is already beginning to reveal itself.

I am encouraged by the overwhelming response from many of my colleagues to this health care crisis. Similar to the 1980s, duty, commitment, humanism, and eagerness are all traits that ring through. Yet, understandably, there have also been responses amongst my housestaff colleagues of fear, despair, and anxiety about their own health, as well as the health of their loved ones. I have seen discontent, even anger, toward programs and our current health care system for our lack of preparedness. Perhaps most disheartening, there have even been a few who have expressed concern and questioned whether we, as residents, should be taking care of patients with COVID-19. As health care providers, I believe we have the right to be nervous, even fearful, about what is to come.

Dissimilar to the 1980s HIV pandemic, which involved a bloodborne pathogen, SARS--CoV-2 is a respiratory pathogen. It is spread by both air droplets and direct contact, making it much more transmissible. We also now know that health care workers are at increased risk and that asymptomatic transmission can occur ([@r7-1240]).

This article is a call to action to all of my resident colleagues around the United States that we will find ourselves remaining on the front lines in the days, weeks, and months to come. That despite our fears, we must continue to remember, and believe in, the duty of our profession and our oath to care for the sick. Furthermore, this article is a call to action for all program leadership and administration. We are well trained; we are eager to get involved; and most, if not all, of us are willing to remain on the front lines in the battle that is to come. Please ensure that we are prepared; have adequate resources at our disposal, including personal protective equipment; and receive training on best practices. Please ensure that we stay informed of advancements in the science, the current state of affairs, and updates in protocols in our respective institutions, as information is rapidly changing. Please ensure that we have direct access to leadership, mental health support, and debriefing when difficult decisions are made or we experience the worst of outcomes. Please protect those of us who are pregnant, immunocompromised, or at higher risk owing to ongoing comorbid conditions.

Also, like you, we have families, young children, elderly parents, and grandparents. We have friends outside of the medical field, and we are part of communities, schools, churches, mosques, and synagogues. Many of us have made the decision to isolate ourselves from these support systems to protect them, and so that we can continue to work when we are needed the most. We will, like you, continue to make sacrifices like these along the way. In the 1980s, as the story goes in my home institution, the unusual pattern of previously young healthy patients contracting opportunistic infections was first noticed by a resident in internal medicine. I hope this will serve as a reminder of our value to the profession.

Many of us are already experiencing the first signs of what is to come. For those who are, I hope you are finding the support and resources you need to face these challenges. I will leave you with a portion of the Hippocratic oath recited at my medical school on graduation: "As I labor in places of healing, my first thoughts will be the life, happiness, and health of my patients." I wish anyone who reads this all of the best in the days, weeks, and months to come. May we rise to the occasion, upholding the oath and honor of our profession. This is our time.

This article was published at Annals.org on 1 April 2020.
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